The postpartum period began the day after the end of the prenatal
period. By definition, all newborn claims were allocated to the
postpartum period. Two types of postpartum cost variables were
constructed. For "Type 1" postpartum Medicaid costs, claims whose
service dates spanned the beginning or end of an analysis period were
prorated according to the proportion of the service period that occurred
within the 60-day postpartum period. For example, if the dates of service
on a claim started three days before the end of the 60-day postpartum
period and ended three days after, one-half of the Medicaid
reimbursements were included in the Medicaid cost variable. "Type 2"
postpartum Medicaid cost variables included reimbursements for any claim
in its entirety if its start date was in the postpartum period regardless of
the end date of service. This second set of postpartum variables was
meant to capture the full cost of ongoing services for serious medical
problems that began in the postpartum period but continued past 60 days
after birth.®

North Carolina and Texas were the only two study states in which
newborns automatically received their own Medicaid identifier, and in
which claims for all newborns appeared under their own number. In the
other states, claims for normal healthy newborns often appeared under the
claims for the mother, and it was not possible to distinguish the newborn’s
Medicaid costs from the mother’s Medicaid costs. Thus, in North
Carolina and Texas, Medicaid cost variables were constructed for both
newborns only and newborns and mothers combined, while the Medicaid
cost variables in the other states were for mothers and newborns
combined. In addition, in South Carolina, it was not possible to separate
physician claims for the prenatal period from claims for the 60-day
postpartum period. Thus, only hospital costs from birth through 60 days
were included in the Medicaid cost variable for South Carolina.

E)

WIC Participation and Costs. Women were deemed to be prenatal WIC
participants if they met two conditions: (1) they were issued or had
redeemed at least one food instrument during the nine months prior to
birth, or (2) for Texas, which did not provide any food instrument data,
if the WIC certification dates were sometime during the nine months prior
to birth.

SThe results presented in Volume 1 are based on the Type 1 postpartum
cost variables, and the results for both sets of variables are presented in
the following chapter of this volume.
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For this study, Florida, Minnesota, and North Carolina provided data on
the value of food instruments redeemed during pregnancy for each of the
prenatal WIC participants. South Carolina provided data only on the
number of months WIC food instruments were issued during pregnancy,
and, as noted, Texas had data only on the month of enrollment in the
WIC program. Thus, estimates of the cost of the WIC program in
Florida, Minnesota, and North Carolina were based on the actual amount
of redeemed food instruments during the nine months prior to birth;
estimates of the amount of redeemed food instruments in South Carolina
and Texas were derived from instruments issued and the number of
months enrolled in the WIC program, respectively.

Estimating the total WIC costs per prenatal WIC participant entailed
adding an adjustment for administrative expenses and the costs of the
nutrition education component of WIC to the costs of the WIC food
supplements. This adjustment, which was based on state data on total
WIC food costs and total administrative and nutrition education costs, was
calculated by multiplying the ratio of administrative and nutrition
education expenses to total WIC food costs by the average food
supplement cost per prenatal participant. The total WIC costs per
prenatal WIC participant were the sum of the food package costs and
administrative and nutrition education expenses.

Creating the Birth-Based Analysis File. After the analytical variables were
constructed, the records for individuals with duplicate Medicaid identifiers
were eliminated and consolidated. It was particularly important that data
which appeared under multiple Medicaid identifiers for the same person
be maintained on the file throughout the variable construction process.
In this way, complete cost variables could be constructed for each
individual in the sample even if that individual changed Medicaid
identifiers over time.

At the conclusion of the variable construction process, the WIC/Medicaid
study database contained raw data from state extracts, state data that had
been recoded to a uniform coding scheme for the study, and the more
complicated constructed variables described in the previous sections. The
unit of observation on the database at this point was the newborn.
However, the unit of observation for the analysis of the effect of prenatal
WIC participation on Medicaid costs was the Medicaid-covered birth. For
singleton births, these units were identical. For multiple births, cost data
for all newborns involved in the birth had to be aggregated. Thus, a
second, birth-based file was created by summing costs for all newborns in
a birth, from which analysis files for statistical cost estimates were
subsequently extracted. In general, birth outcomes were not transferred

31




to the birth-based file, because multiple sets of birth outcome data for
individual births would not have been useful.” Rather, the newborn-
based file was retained as the source of analysis files for drawing statistical
estimates of the effect of prenatal WIC participation on birth outcomes.

D. THE RESULTS OF THE FILE LINKAGE PROCESS

The database for the WIC/Medicaid study contained 111,958 Medicaid-
covered births, ranging from just over 12,000 from Minnesota to just
under 38,000 from Florida (see Table IIL.2). As noted previously, because
the analysis relied heavily on Vital Records data, only those Medicaid
births that were linked to the Vital Records birth certificates were
included in the final analysis sample. With the exception of South
Carolina, over 93 percent of all Medicaid births identified in each state
were linked with Vital Records and were thus retained for analysis. In
South Carolina, 86 percent of Medicaid-covered births were linked with
Vital Records. The percentage in South Carolina was lower than in other
states for two reasons: (1) birth certificates for South Carolina residents
who gave birth in other states were not available, so that Medicaid births
to residents giving birth in other states could not be matched to a birth
record; and (2) less identifying information from the Medicaid files was
available in South Carolina than in the other four states. In all states,
descriptive analyses of the cases deleted from the study database indicated
that deleted cases did not differ systematically from cases that were
retained.

"However, when a multiple birth occurred, the sex of the newborn on the
birth-based file indicated whether any of the newborns were male, since
male newborns tend to have more medical complications and higher
medical costs.
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